Hot snare Ileal pouch anal anastomosis Pouch prolapse a b s t r a c t Pouch prolapse is a complication following the creation of restorative proctocolectomy.
Palavras-chave:

Introduction
Restorative proctocolectomy with ileal pouch-anal anastomosis (IPAA) has become the procedure of choice for patients with ulcerative colitis (UC) and familial adenomatous polyposis (FAP) who require colectomy. This bowel-anatomy-altering surgery reduces the risk for colitis-associated neoplasia and improves patients' health-related quality of life (QOL) by preserving the natural route of defecation. On the other hand, IPAA carries a significant risk for various complications. Pouch prolapse has been recently described. 1, 2 However, there is a paucity of information in the literature pertaining to its management. Here we reported on a patient who developed mucosal prolapse in the distal pouch and was successfully managed by endoscopic hot snare therapy.
Case report
A 62-year-old male presented to our Pouch Center with a 6-month history of the sensation of incomplete evacuation in February 2012. His past medical history was significant for UC which was diagnosed at age 29. Subsequently, he developed medically refractory disease and underwent a two-stage J pouch surgery at an outside hospital in 1998. Both surgery and hospitalization were uneventful. Postoperatively, the patient had an average of 12 bowel movements a day which were watery and soft, and occasionally had nocturnal symptoms with mild incontinence.
At the presentation, we performed pouchoscopy, which revealed distal pouch mucosal prolapse, blocking the anal canal during the suction of the air. Anorectal manometry was unremarkable, with an average of resting and squeeze pressure of 41 mmHg (normal level: > 40 mmHg) and 185 mmHg (normal level: > 100 mmHg), respectively. There were no paradoxical contractions and the patient was able to expel a 50-mL balloon. His barium defecography showed complete emptying of the J pouch. No specific treatment was given at the time point.
The patient went back to our Pouch Center for follow-up visit four months later, when he complained of the progression of dyschezia symptoms, with the need to push on the abdomen in order to pass the bowel movement. The patient was taken to the outpatient endoscopy suite. Informed consent was obtained. Under sedation, a repeat pouchoscopy was performed with a GIF-H180 gastroscope (Olympus, Tokyo, Japan). The afferent limb, pouch inlet, and proximal and mid pouch body, and anal transitional zone were normal. However, we again found the anterior distal pouch mucosal prolapse, 1.5 cm in diameter, blocking the anal canal. We believed that the structural abnormality was the source of his dyschezia symptom. The prolapsed mucosa was excised with a hot snare (Boston Scientific, MA, USA) on a retroflex view ( Fig. 1 ). There was no bleeding or perforation. As a safety precaution, we applied two Endoclips (Wilson-Cook, Winston-Salem, NC, USA) in the area. The entire procedure took 25 minutes. The total dose of merperidine was 100 mg and midazolam 4 mg. The patient tolerated the procedure well and was discharged home 30 minutes after post-procedural observation. The patient continued to do well and reported the resolution of the dyschezia symptom. The histopathological examination of excised specimen showed small bowel mucosa and sub-mucosa with congestion, villous blunting, and reactive loss of mucin, which were compatible with mucosal prolapse.
Discussion
Mucosal or full-thickness prolapse is a structural or mechanical complication of pelvic ileal pouches. The disease entity was first reported in 1994 3 . In 2004, a survey sent to all members and fellows of the American Society of Colon and Rectal Surgeons showed a total of 83 cases of ileal pouch prolapse out of 23,541 pouches, with a prevalence of 0.4%. 1 In 2010, we reported 11 cases (0.3%) of pouch prolapse out of 3,176-case Pouch Registry at our institution. 2 It is speculated that this condition may be partly due to the tension of mesentery of the pouch.
The disease course and management of ileal pouch prolapse are yet to be elucidated. The most commonly symptoms are external prolapse of tissue, sensation of incomplete evacuation, dyschezia, seepage, incontinence, and anal pain. 1,2 Some of those symptoms may mimic that seen in levator ani syndrome. The management of mucosal or full-thickness ileal pouch prolapse may be different, but no treatment algorithm is established. Patients with full-thickness prolapse frequently require definitive surgical treatment. The reported surgical procedures include pouchpexy with or without biological mesh, redo pouch construction, and pouch excision with permanent diversion. 1, 2, [4] [5] [6] Patients with mucosal prolapse can be initially managed with stool bulking agents, bio-feedback treatment, mucosal banding or local transanal excision of redundant mucosa. [1] [2] [3] However, when patients fail these therapies or progress to full-thickness prolapse, definitive surgical management may be applied. In our case, ileal pouch prolapse was diagnosed based on a combined assessment of symptoms and endoscopic and histologic findings. To the best of our knowledge, ours is the first case in the literature, which showed the feasibility of management of pouch mucosal prolapse with endoscopic hot snare. Endoscopic management has benefits of being minimally invasive, and easy to perform. No hospitalization is required and the patient had a quick recovery. However, this procedure needs to be done in experienced hands.
In conclusion, endoscopic hot snare appears to be feasible in the management of mucosal prolapse in the ileal pouch reservoir.
